CUBI TAL TUNNEL SYNDROVE

BACKGROUND

Cubi tal tunnel syndrone consists of conpression of
the ul nar nerve at the nedial side of the el bow either
proximal to, within, or distal to Gsborne's |liganment. The
ul nar nerve runs along the nedial (inner) aspect of the
el bow and courses behind the nedial epicondyle (the
prom nent bone on the inside of the elbow) travelling
distally to innervate the nuscul ature of the hand. The
condition may have multiple causes, including:

A. Chroni c conpression,

B. Local edenma or inflanmation,

C. Space-occupying | esions such as tunors,

D. Overuse of the elbowin a repetitive
fl exi on and extension fashion,

E. Habitual sleeping in the "fetal position"
with prolonged flexion of the elbowin this position.

F. In association with weight |oss or other
nmet abol i ¢ di sorder

The condition can occur at any age but is generally
seen between 25 and 45 years of age. It occurs slightly
nore frequently in wonen than in nen.

1. DI AGNOSTI C CRI TERI A
A. Pertinent Hi storical and Physical Findings.

Patients nost frequently conpl ain of paresthesias,
nunbness and tingling in the ulnar nerve distribution of the
hand (the ulnar half of the right finger and the snal
finger). This is frequently noted in the norning after
sleeping all night with the nerve bent (this is nost
frequently seen in patients who sleep with their arm bent
ei ther tucked under the pillow or next to their head).

Synptons are also frequently noted after extensive
el bow fl exi on/ extensi on use and to a | esser degree
persi stent postural maintenance of the armin an unusual
| ocation. The nost characteristic history involves
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nunbness and tingling in the ring and small finger with
occasional burning or pain at the el bow region itself.
Patients can have radiation of synptons to the neck region
with pain at that |ocation. Wakness of grip (due to
intrinsic nmuscle loss) is occasionally seen and denonstrates
advanced di sease.

One nust be careful to evaluate other causes of
ul nar nerve distribution nunbness and tingling such as
conpression of the ulnar nerve at the wist (Guyon's canal
conpression syndrone) and thoracic outlet syndrone
(i nvol ving conpression of the brachial plexus in the
shoul der/ neck regi on which nost frequently involves the
| ower roots causing nunbness and tingling in the ring and
small finger). An elbow flexion test is also frequently
seen as positive. Testing of the intrinsic nuscul ature of
the hand specifically with resisted abduction of the fingers
is inportant to determine if any intrinsic atrophy has
occurred indicating advanced di sease. These tests should be
consi dered strongly corroborative, but their absence in and
of thensel ves does not exclude the diagnosis.

B. Appropriate Diagnostic Tests and Exam nati on.

1. Radi ographs of the el bow

2. Electronyographi c and nerve conduction
st udi es.

3. Rule out netabolic factors that could give
rise to peripheral neuropathy such as di abetes and
perni ci ous anenm a and ot her netabolic disorders, including
chroni c al cohol i sm

C. Supporting Evidence.

Positive el ectronmyographic and nerve conduction
studi es can be hel pful in establishing the diagnosis,
al though a relatively substantial nunber of patients can
have negative el ectrodi agnostic studies and still have this
condition. Electrodiagnostic tests with an appropriate
clinical history and physical exam nation are nost useful in
pati ents who have atypical distribution of synptons or where
secondary gain may be a notive. The nost difficult
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differentiation generally involves patients who have neck
pain or synptons related to the neck/shoul der region.

[l TREATMENT
A. CQutpatient Treatnent.

1. Nonoperative treatnment - treatnent is
generally limted to four to eight weeks, provided al
appropriate conservative neasures have been assessed.

a. Indications.
Al'l patients who do not denonstrate
nmuscl e atrophy.
b. Treatnment Options.
1) El bow extension splint worn at night.
2) Nonsteroidal anti-inflammtory
medi cat i ons.
3) Activity nodifications to avoid
repetitive el bow fl exion.
c. Rehabilitation.
1) Extension splinting at night per
treatment options protocol.
d. Supporting evidence consists of a
transi ent response to extension splinting of the el bow at
ni ght .

2. Ambul at ory Surgery.
Referral to an Othopedi c Surgeon,
Neur osur geon, or Hand Surgeon is indicated before proceedi ng
with the surgical treatnent.

a. Indications.
1) Failure to respond to conservative
nonoperative treatnent.
2) Presence of intrinsic nuscle atrophy
or weakness.
3) Progressive or non-changi ng synptons.

b. Treatnment Options.
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1) Release of the ulnar nerve at the
cubital tunnel with anterior transposition of the nerve
itself.

2) Release of the ulnar nerve at the
cubital tunnel w th nedial epicondylectony.

c. Rehabilitation.
1) Range of notion and strengthening
exercises to the hand, wist, and el bow.
2) Night tinme splinting in the i mediate
post operative peri od.
3) Heat prior to range of notion
exerci ses.

B. Esti mated Duration of Care.

1. Nonoperative treatnment - maxi num nedica
i mpr ovenent.

2. Operative treatnment - eight to ten weeks
foll owi ng surgery.

PROTOCOL HI STORY
Passed: 6/18/96
Effective: 7/08/96
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